Benign stricture of the oesophagus resulting from peptic oesophagitis has been treated in many ways and by various operations. Over the past three years in this unit, when the stricture has been judged to be permanent, the operation of choice has been resection of the stricture and replacement with a jejunal loop, replacing the stomach and the jejuno-gastrostomy below the diaphragm. The results to date of this procedure appear satisfactory, and an attempt has been made to assess this group more carefully although the follow-up period is still short.
The assessment has had three different aspects of function under review: the patient's ability to swallow, the nutritional state, and any post-cibal symptoms analogous to the dumping syndrome. These particular aspects were reviewed for several reasons. The ability to swallow is most important as dysphagia is the patient's chief complaint. One would expect it to be cured unless alkaline oesophagitis supervenes. It was hoped that a short loop of jejunum would produce insufficient succus entericus to cause this.
It was also supposed on theoretical grounds that nutrition would be maintained as the resection is limited and the whole stomach is retained. There is unlikely to be any defect in absorption and the patient might be expected to maintain normal weight.
The fact that the ingested food goes straight into a loop of jejunum might lead to dumping, as suggested by Maillard and Fekete (1960 May 5, 1959 , repair of the hernia and upper partial gastrectomy was done, together with end-to-end oesophagogastrostomy. On January 7, 1960, the pain recurred. Oesophagoscopy showed ulceration at the anastomosis and barium swallow showed a penetrating ulcer at the same level. Resection of the stenosis and jejunal loop replacement was done on January 26. RESULTS All these patients can now swallow better than before. Four claim normal swallowing, one (Case 3) eats a little more slowly than before his gastric troubles started, and two (Cases 2 and 7) find some delay if meat is not fully masticated. Case 6 had some delay for several months, but this has cleared up.
Post-prandial symptoms and changes in bowel habit have been slight. Case 3 feels faint if he eats a heavy meal, and this is relieved if he lies down for 20 minutes; he has, however, had a gastro-enterostomy which might account for the dumping. Case 5 has sweating and palpitations after large meals. She had diarrhoea after the operation, but this cleared up after four months. Case 6 also had diarrhoea, but this has now settled to two bowel actions a day. He has had a partial gastrectomy as well and this may be relevant.
That dumping is absent is not surprising because the barium swallow in every case shows barium passing at once into the stomach and not remaining a measurable time in the jejunal loop, except in Case 1, where there is rather a long loop in the thorax with little peristalsis. In this case barium remains in the loop up to five minutes. Care in keeping the loop as short as possible and avoiding constriction at the hiatus is probably important in reducing the possibility of dumping. Bjork and Norberg (1960) report considerable absorption from a colonic loop used to replace the oesophagus, but they replaced the whole stomach as well, and in their investigations they took steps to retain the test meal in the colonic loop in contrast to the investigations in our patients where barium shows rapid transit to the stomach.
Jejunitis and oesophagitis have not caused symptoms in these cases although positive occult bloods have occurred in two cases.
Failure to gain weight consistently has been disappointing and is not explained. None of the patients has lost much weight since operation. A normal weight in most cases is difficult to assess, as three have had trouble since childhood and Case 3 also has a gastro-enterostomy. The other three are not underweight for their height and sex and had not lost weight pre-operatively. The table shows normal values for serum iron, good haemoglobin values, and, together with a normal blood picture, suggests normal absorption of iron and vitamin B1.
Glucose tolerance curves are within normal limits, showing no unduly rapid absorption from the loop.
Plasma proteins are within normal limits in each case as are the electrolyte readings and the serum alkaline phosphatase. In each case the figures for faecal fat are well below 10°% of the ingested fat which is usually taken as the upper limit of normal. This is better than the values found by Hays and Clark (1960) after total gastrectomy and replacement with a jejunal stomach; this is to be expected as the stomach is retained.
The period of follow-up is short, but so far no defects in nutrition have appeared.
CONCLUSION
Nutritional functional studies have been done on seven patients who have had jejunal replacement of the lower oesophagus for benign stricture.
This seems to be a reasonably satisfactory operation for benign stricture of the oesophagus. It is a time-consuming, but not a technically difficult, operation. Nutrition and the functional results are good. Competent oesophago-gastrostomy, as described by Maillard and Fekete (1960) , is a simpler operation and, if consistently satisfactory, might supersede jejunal loop replacement in many cases, but it does place part of the stomach in the thorax which, in every other operation. has led to further oesophagitis.
